This case is exceptional because it demonstrates the hallmark imaging characteristics of tophaceous gout in spite of its uncharacteristic location. The symphyseal joint space is preserved. The erosions on either side of the joint are well-demarcated with sclerotic margins. These erosions have been described as "punched-out," resembling "mousebites," with overhanging edges that are typical of gout. The association of these erosions with the hyperdense calcified tophus is a reflection of the indolence of this arthropathy [5] . This case diagnosis may be achieved from the images and information provided.
Following the patient's initial presentation, a skeletal survey and laboratory workup were performed. The serum uric acid level was elevated, in keeping with the suspected diagnosis. Skeletal survey was notable in that the first tarsometatarsal (TMT) joint was unaffected. However, other sites, including the ulnar styloid process, displayed erosions with sclerotic margins and overhanging edges (Fig. 1) . The combination of imaging findings, history and laboratory evaluation led to this patient's diagnosis of tophaceous gout involving the symphysis pubis. Synovial fluid analysis of this joint was deferred.
Other conditions that may afflict the symphysis pubis include metastasis, plasmacytoma, primary osseous neoplasm such as chondrosarcoma, septic arthritis, osteoarthritis in isolation or in association with calcium pyrophosphate dihydrate (CPPD) crystal deposition disease, and amyloidosis.
Neoplasms, both primary and secondary, and infection are much less likely given the well-defined pattern of osteolysis with sclerotic margins. Preservation of the joint space and lack of periosteal elevation further mitigate against these diagnoses on imaging alone. Septic joint is unlikely in an afebrile patient with normal white blood cell count. This patient had no systemic symptoms such as weight loss and generalized malaise to suspect malignancy.
Erosions are typical of osteoarthritis involving the symphysis pubis, as in the temporomandibular, acromio-clavicular, and sacroiliac joints [6] . However, association with a calcified soft tissue mass essentially excludes both osteoarthritis and CPPD crystal deposition disease (pseudogout) as the cause of the erosions seen here.
Amyloid arthropathy may present with both soft tissue deposits and erosions with sclerotic margins, along with preservation of the joint space [7] . The history is most helpful in excluding amyloid arthropathy; the patient was not on chronic hemodialysis and did not have a plasma cell dyscrasia. Other, less common causes of amyloid arthropathy include chronic inflammatory disorders, such as rheumatoid arthritis and familial Mediterranean fever [7] .
Although not performed in this case, joint aspiration may help elicit a diagnosis. In gout, polarized microscopy of the aspiration fluid reveals negatively birefringent monosodium urate monohydrate crystals [2] . This is in contradistinction to CPPD crystals, which are weakly positively birefringent [8] . Synovial fluid from a septic joint exhibits a very high (>50,000) white blood cell count and may be Gram-stainpositive. Fluid analysis from a joint afflicted with amyloid will stain positive with Congo Red [9] .
Tophaceous gout of the symphysis pubis is a rare occurrence, unlikely to be encountered in most musculoskeletal practices. Nonetheless, this case illustrates the classic manifestations of a common arthropathy in an uncommon locale. This condition also highlights the differential considerations for a frequently overlooked joint. Fig. 1 Oblique radiograph of the right wrist reveals well-demarcated erosions in the ulnar styloid process. There are sclerotic margins proximally and overhanging edges distally
